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ABSTRACT

Background/Objective: The New lersey Depariment of Health and Senior Services Division o
HIV/AIDS Services (NJDHSS DHAS) introduced rapid HIV testing at selected publicly funded
counseling and testing to improve the proportion of high risk persons testing for HIV and 10 increase
the proportion of people who learn their test result. The purpose of this abstract is 10 highlight the
sucecessful introduction of rapid HIV testing at two federally qualified health care centers.

Methods: Staff at publicly funded counseling and testing sites received counseling training, rapid
testing training, completed compe sting and passed proficiency testing prior to offering rapid
HIV testing. All rapid testing were licensed by NJDHSS, Data were collected using the standard
Centers for Discase Control and Prevention counseling and testing form.

Results: Henry J. Austin Health Center started rapid testing on May 21, 2004 and the Plainficld
Community Health Center started on June 1, 2004, As of September 28, 2004 634 tests have

been done. Six of the 654 (1%) patients tested positive, All 654 (100%) patients received postiest
counseling and test results, One patient had a preliminary positive rapid test and a negative Westerm
blot.

Conclusions: Rapid testing provides a way 1o integrate HIV counseling and testing into routine care,
All the patients learned their test results compared with a statewide average of 63% of patients when
non-rapid HIV testing is done. Advantages of rapid testing in a clinical setting include same day
results, immediate entrance into treatment, and more patients knowing their HIV status,

INTRODUCTION

New Jersey is a high prevalence state for HIV disease:

- 5% in the US in cumulative reported AIDS cases,

- 3% in cumulative reported pediatric AIDS cases, and

- 1* in the proportion of women with AIDS among its cumulative reported AIDS cases.’

# The major focus of HIV prevention and control has been to promote the acceptance of risk
reducing behaviors through prevention counseling and testing and w facilitate linkage w medical,
prevention and other supports services.”

< The percentage of adults in the United States who obtain an HIV test has remained 10
year for more than a decade.”

12% per

Antibody testing to diagnose HIV was introduced in 1985, The standard laboratory testing
protocol for HIV requires obtaining a specimen and sending it to a licensed laboratory for testing,
The patient needs to refurn for a second visit to receive test,

% The Centers for Disease Control and Prevention currently recommends that all providers integrate
HIV counseling and testing into routine practice.”

> Rapid testing offers the advantage of point-of-care testing with results available in 20 1o 40
minutes.

People do not need to return to obtain their test results,

More people learn their HIV status, and if infected can be referred for treatment, prevention
programs, and social services much more rapidly.

Only 65% of persons receiving non-rapid HIV testing in New Jersey receive postiest counseling
and their HIV test result,

People who know they are infected with HIV are more likely to practice risk-reduction, especially
il a brief behavioral intervention is conducted at the patient visiL®
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2 The forms were

{ ]')(‘\}'I'ur commercial use:

- Single Use Diagnostic System for HIV-1 (SUDS, Abbott Laboratories, Abbott Park, [L—no
longer marketed),

- OraQuick HIV1 and the Oraquick Advance HIV-1/HIV-2 {Orasure Technologies. Bethlehem,
PA),

- Reveal™ (MedMira Laboratories, Halifax, Nova Scotia),

- Unigold Recombigen (Trinity Biotech PLC (Wicklow, Ireland), and

- Multispot HIV-1/HIV-2 (Bio-Rad Laboratories, Hercules, CA).

Rapid diagnostic HIV testing has several clinical applications. These include
isting in di is and ¢ ling of patients with HIV disease,
- reducing vertical HIV transmission for women who present in labor with unknown HIV status,
and
- reducing the risk of
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al and nonoce al ission of HIV.**

This poster describes the implementation and effectiveness of point-of-care rapid testing at
publicly funded counseling and testing sites located at three Federally Qualified Health Care
Centers (FQHCs) in New Jersey,

METHODS

Oraquick was selected as the point-of-care rapid test for use at publicly funded counseling and
testing sites located at FQHCs in New Jersey,

In early 2004, Oraquick was the only FDA approved, CLIA-waived point-of-care rapid test in the
United States.

Three FQHCs, Henry J. Austin Health Center in Trenton, Newark Community Health Center
in Newark, and the Plainfield Community Health Center in Plainfield, received New Jersey
Department of Health and Senior Services (NJDHSS) funding to conduct rapid HIV testing.

Counselors at the FQHCs completed a full day training session on counseling for the rapid test,
including proper completion of the local fields in the CDC counseling and testing form,

Because none of the FOHCs had a licensed laboratory on site, a laboratory director was provided
by NIDHSS.

A rapid testing QA plan was developed, policies and procedure were developed, and New Jersey
laboratory licenses ob d prior o impls of rapid testing at each site,

All persons performing the testing had a full day training on the testing procedure, QA plan,
policies, and reducing the risk of oce ional blood-borne path issi

All persons conducting testing passed competency and proficiency testing.

All preliminary positive rapid tests were confirmed with a Western blot performed by the NJIDHSS
laboratory.
1 |

Each site submitted ¢ d CDC

ling and testing forms to NJDHSS.

d into the b

and testing d.

Data analysis was done using SAS {version 8.02, SAS Institute, Cary, NC) and Microsoft Access
{version 2000, Microsoft Corporation, Redmond, WA).

RESULTS

< The first FQHC 10 offer rapid testing 0 New Jersey was the Henry J. Austin Health Center in
Trenton. Rapid testing started on May 21, 2004,

% Rapid testing started at the Newark Community Health center on May 25, 2004,
% Rapid testing staned at the Plainfield Community Health Center on June 1, 2004.

%+ The geographic location of the three FQHCs is shown in Figure |

NEW JERSEY RAPID TESTING SITE LOCATIONS

s of Decomber 200 2006

% Through February 3, 2005, 2,224 rapid tests had been conducted.
= 2,219 of the 2,224 persons tested (99.8%) received posttest counseling and results,
= 2,200 (98.9%) tested HIV negative.
- 22(0.1%) had a preliminary positive and a confirmed positive result.
- 17 of the 22 infected persons (77.3%) were newly identified positives.
- 2 (0.09%%) had a preliminary positive rapid test and a negative Western blot, representing
discordant lab results.

Table 1. Demographic Results

NEGATIVE  POSITIVE  DISCORDANT

Male

'
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* As seen in Table 1, the majority of persons tested were minorities. Approximately 273 of the

persons tested were female.

Table 1 also shows that the highest proportion of persons testing positive are:
- male (13 of 834, 1.6%),

- black (14 of 1,138, 1.2%),

- 40-49 years of age (10 of 418, 2.4%).

CONCLUSIONS

Rapid HIV testing has been successfully implemented at publicly funded counseling and testing
sites at FQHCs in New Jersey.

The percentage of persons receiving posttest counseling and test results increased from 63% prior
1o rapid testing to 99.8% with rapid testing.

* Integration of rapid testing in daily practice allows prompt diagnosis of patients with HIV disease,

These patients can then be referred to a provider with experience and expertise treating HIV
patients. In addition, these patients can be referred for prevention and social services.

% The infected persons identified by rapid testing reflect the HIV epidemic in New Jersey in that the

majority of those identified were black, male.

«+ Rapid testing identified previously undiag | persons.
<&+ 1t is important to note that over 90% of the people who tested positive at these FQHCs were
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previously undiagnosed.

+ A minimal proportion of persons tested had a false positive rapid test.

Based on the success of rapid testing at FOHCs thus far, NJDHSS plans to expand rapid testing
to include more satellite sites of these FQHCs, and if possible, to provide rapid testing at more
FQHCs.

REFERENCES

. Centers for Disease Control and Prevention. HIV/AIDS Surveillance Report 2002, hitpy /iwww.

ede.govihiv/stats/addendum him

Control and Prevention. Incorporating HIV Prevention into the Medical
Care of Persons Living with HIV: Recommendations of CDC, the Health Resources and Sei
Administration, the National Insti of Health, and the HIV Medicine Association of the

ices

[Hispanic 73 3 § 6 2|
AS/PI 2 2 0 0|
Am.Ind/A 4 1 0|
|Other LR 4 1 0
Linds ined 4 4 i 0|
Total 222 2,200/ 22 2

S

u.

-

. Paul 8§, Gri

Infectious Diseases Society of America. MMWR 2003 July 18; 52(RR12):1-24.

. Centers for Disease Control and Prevention, Number of Persons Tested for HIV — United States,

2002. MMWR 2004 December 3; 53:1110-1113.

. Truong, H-H M and Klausenr JD. Diagnostic Assays for HIV-1 infection.  MLO 2004;36 no. 7:

12-20.

es-Dennis J, Burr C, and DiFerdinando GT, Rapid Diagnsotic Testing for HIV:
Clinical lications, 2003({Suppl 1001114,

. Centers for Disease Control and Prevention. Antiretroviral Postexposure Prophylaxis After

Sexual, Injection-Drug or Other Nonoccupational Exposure to HIV in the United States:
Recommendations from the U.S. Department of Health and Human Services. MMWR
2005:54(RR0O2):1-20.




